positive CK-MB tests, but from a practical clinical point of view this has no relevance. This is further supported by the results of Ljungdahl et al., who found predictive values of 0.97-0.99 of a CK-B test based on the antibody inhibition of CK-M in 238 patients suspected of AMI.5 PEER
Degree of Mitral Stenosis and LV Posterior Wall Slope
To the Editor:
In a recent issue (Circulation 61: 1037, 1980), Wise described a close correlation between the degree of mitral stenosis, estimated by the Gorlin formula, and the slope of the left ventricular posterior wall during diastole. Indeed, one can expect that the left ventricular posterior wall slope is reduced in diastole in mitral stenosis, the left ventricular filling being slowed down.
We did a similar study, but instead of measuring the left ventricular posterior wall slope, we measured the left ventricular diameter changes during diastole, which probably reflects more accurately the volume changes. ' We studied 14 patients with pure mitral stenosis (eight had atrial fibrillation). An echocardiogram was recorded 2-3 days before catheterization using a Unirad or an ATL echocardiograph with a 2.25-MHz transducer and a Honeywell strip-chart recorder. The echocardiograms of the left ventricle were digitized and left ventricular maximal and mean relaxation speed (left ventricular diameter variation during diastole/time) were calculated by a PDP 11 computer. The mitral valve area was calculated by the Gorlin formula. 2 We could not find a correlation as close as the one described by Wise. Our results are (mean ± SD) mitral valve area -1.52 ± 0.88 cm2; maximal relaxation speed -6.5 ± 2.4 cm/sec (r = 0.59); mean relaxation speed -3.36 ± 1.2 cm/sec (r = 0.7).
These results are similar to those of Furukawa et al. 3 In both studies the correlation is rather poor and certainly does not allow one to predict the severity of mitral stenosis in a given patient, which is not at all surprising, as the relaxation speed is a function of diastolic flow through the mitral valve but does not take into account the pressure gradient across the valve, which is the second factor related to the mitral valve area, as shown by the Gorlin formula.
The importance of this lack is shown by the fact that if the mean relaxation speed is divided by the pressure gradient across the mitral valve, the accuracy of the correlation is considerably increased (r = 0.8, p < 0.001).
Thus, it seems difficult to understand why the correlation described by Wise, who did not take this gradient into account, is so close. We think that further investigations should be done and will probably conclude that Wise's index, like other indexes previously described, may not be as helpful in predicting the severity of mitral stenosis as he suggests.
The only way to obtain a closer correlation between echocardiographic measurements and mitral valve area should necessarily take into account both factors of the Gorlin equation: a combination of M-mode echocardiography, giving information on the diastolic flow represented by measurements of the ventricular relaxation speed, and of Doppler echocardiography to obtain informations on flow velocity4 could probably be accurate.
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